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INTRODUCTION 
Some national policymakers are interested in health reform strategies that cover particular groups of 
uninsured, rather than all uninsured Americans. Such incremental strategies follow the precedent of 
expansions over the past decade such as the State Children’s Health Insurance Program (SCHIP) 
and Health Coverage Tax Credits (HCTCs) under the Trade Act of 2002.  
The following fact sheets discuss various classifications of uninsured Americans who could become 
the focus of future incremental expansions, setting out key facts and basic policy design questions 
for each group. The following potential coverage clusters are discussed in turn:  
 Employees of small business; 
 Workers who lose their jobs; 
 Workers who decline employer coverage; 
 Low-income parents; 
 Low-income, childless adults; 
 The near-elderly; 
 Young adults; 
 Children; and  
 Immigrants. 
One caveat is important. These materials pull together, in one place, information from numerous 
researchers who applied different methods of analysis to data from different surveys that were 
conducted at different points in time. The goal is to help guide the development of sound policy by 
furnishing an accurate overall picture of each group of uninsured. However, the reader is urged to 
exercise great caution in adding together different estimates from varying sources; any precise 
number that results from such calculations may provide nothing more than a ballpark estimate. 
 
EMPLOYEES OF SMALL BUSINESS  
 Nearly half (49 percent) of the uninsured are either self-employed or work at firms with fewer 
than 25 workers.1  
Key  
Facts 
 Employer-based coverage varies with firm size. Among companies with fewer than 10 
employees, only 52 percent offer health coverage. That percentage rises to 74 percent at firms 
with between 10 and 24 employees, 87 percent at firms with 25 to 49 workers, and 92 percent 
at firms with between 50 and 199 employees. Fully 99 percent of companies with more than 
200 workers offer insurance.2 
 Among low-income employees of small firms — that is, those with incomes below 200 percent 
of the Federal Poverty Level (FPL)* — 51.3 percent are uninsured. Above that income level, 
only 13.8 percent of small-firm employees lack health insurance.3  The following chart translates 
these percentages into numbers of insured and uninsured individuals. 
 
Workers and their dependents at establishments with fewer than 10 
employees, by insurance status and family income: 2000 
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Source: Columbia University, Urban Institute, Center for Studying Health System Change, 2002.4 Calculations by 
ESRI, August 2004. 
 
1. To reach the uninsured effectively, policies aimed at small companies need to provide 
significant subsidies for low-income workers, via tax credits or other mechanisms.  
Policy  
Design  
Issues 2. If such subsidies also go to higher-income employees of small firms, new federal health dollars 
could primarily be spent on the already insured or substitute for current health spending by 
employers. 
3. At the state level, many health insurance pools for small firms have failed because of limited 
employer participation.5 Any new program for small business needs to be designed carefully to 
overcome this problem. 
                                                          
* In 2004, the FPL is $15,670 a year for a family of three. 
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WORKERS WHO LOSE THEIR JOBS 
 During the average month from January 2002 through July 2004, 8.5 million Americans were 
unemployed,1 the average duration of unemployment was 18 weeks,2 and 21 percent of the 
unemployed had been without work for more than half a year.3 
Key  
Facts 
 Among recipients of unemployment insurance, 42 percent are uninsured by their final month of 
assistance. By contrast, 82 percent had insurance before they lost their jobs.4  
 Among involuntarily unemployed workers with incomes below 200 percent of the federal poverty 
level (FPL),* 56 percent are uninsured six months after job loss. Above 200 percent FPL, only 
27 percent are uninsured.5  
 Even temporary gaps in coverage can reduce access to care and create financial hardship.6 
Moreover, many laid-off workers who regain employment nevertheless remain uninsured for 
some time; during their first six months on the job, 37 percent of workers have no access to 
coverage from their employers. (That figure falls to 9 percent after two years.)7  
 
Distribution of involuntarily unemployed workers by income and insurance 
status, six months after involuntary job loss: 2002 
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Source: RAND, 2003.8 Calculations by ESRI, July 2004. Note: this chart applies to the 2002 income distribution of 
involuntarily unemployed workers the 1996 coverage rates of workers above and below 200% FPL six months after job 
termination. 
 
1. Covering this group could fix one of the systemic flaws in the nation’s health coverage system – 
namely, that loss of a job often ends health coverage. 
Policy  
Design  
Issues 2. Policymakers pursuing this approach could build on existing Health Coverage Tax Credits 
(HCTCs) under the Trade Act of 2002, which pay 65 percent of health insurance premiums for 
workers who lose their jobs because of foreign competition.9 However, such an expansion may 
need to be coupled with adjustments to HCTCs that allow the credits to function more 
effectively.10  
3. Alternatively, policymakers could create new Medicaid options to cover this group. 
4. Assistance for laid-off workers needs to meet the needs of low-income households if it is to 
cover the uninsured rather than simply subsidize laid-off workers who already get health 
insurance through their spouses or other sources. For example, policymakers could consider 
providing particularly large subsidies for those unemployed workers who have the fewest 
resources. 
5. Subsidies may need to be structured carefully to avoid discouraging re-employment.  
                                                          
* In 2004, the FPL is $15,670 a year for a family of three. 
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WORKERS WHO DECLINE EMPLOYER COVERAGE  
 Although most uninsured workers (60 percent) have employers that do not provide health insurance, 
22 percent are offered employer coverage but decline it. Another 19 percent of uninsured workers 
are ineligible for coverage their firms offer.1   
Key  
Facts 
 Two-thirds (65 percent) of the drop in employer-sponsored coverage from 1999 to 2002 was caused 
by a reduced acceptance of employer coverage offers, in significant part because many employers 
increased their workers’ required premium contributions.2 More than half (52 percent) of workers who 
turn down employer coverage report that they do so because such coverage is too expensive.3 
 Among workers not enrolled in coverage provided by their employer, only 26 percent are uninsured. 
The remaining 74 percent are covered by a previous employer, the employer of a spouse or other 
family member, public coverage, or another source.4 
 Only 7 percent of the many individuals offered employer-based coverage are uninsured. Even among 
workers with incomes below the federal poverty level (FPL)* who are offered coverage, more than 75 
percent are insured. That figure rises to 85 percent for workers with incomes between 100 percent 
and 200 percent of FPL.5 
 At small establishments with fewer than 100 workers, 97 percent of employees offered coverage are 
insured. Even among workers at such firms who have incomes at or below 200 percent of FPL, 90 
percent are insured.6 
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Sources: Gruber and Washington, 2003 (three bars at left, data from Feb. and March 2001 CPS);7 Glied, et al., 2003 
(two bars at right, data from 1998 MEPS).8 Notes: (1) Poor workers have income at or below 100% of FPL, and near-
poor workers are between 101% and 200% of FPL. (2) Small firms are establishments with fewer than 100 workers. (3) 
The two bars on the right show particularly low rates of uninsurance among small-firm workers because the chart is 
limited to workers who are offered EBI. Only 14 percent of uninsured workers at small firms are offered but turn down 
EBI, compared to 29 percent of uninsured workers at larger firms.9  
 
1. Using tax credits, public programs, or other measures to help workers purchase employer-subsidized 
insurance could combine public resources with employer dollars, leveraging limited federal funding to 
provide additional help for uninsured workers. Policy  
Design  
Issues 
2. It could be difficult to target the uninsured in providing assistance to workers who decline employer 
coverage.  Even if subsidies were limited to such workers who have low incomes or who work for 
small firms, most assistance would likely go to those who were already insured without any 
government help.  
3. Any new federal program in this area would need to be designed carefully to overcome the problems 
(such as low enrollment) experienced by a number of state-level programs that subsidize workers’ 
share of employer coverage.10 For example, substantial subsidies for low-income workers may be 
needed, along with “hassle-free” participation mechanisms for employers. 
                                                          
* In 2004, the FPL is $15,670 a year for a family of three. 
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LOW-INCOME PARENTS 
 State Medicaid programs can cover parents up to any desired income level, without any need 
for waivers. States can also seek waivers to use unspent funds from the State Children’s Health 
Insurance Program (SCHIP) to cover low-income parents. However, few states take full 
advantage of these options. The median state covers low-income working parents up to only 71 
percent of the federal poverty level (FPL),* or $927 a month for a family of three.1  
Key  
Facts 
 Of 10.6 million parents who were uninsured in 2002, 5.6 million would qualify for Medicaid if 
eligibility for parents and children were based on the same criteria.  An additional 1.8 million 
would gain access to insurance if each state’s SCHIP eligibility rules applied to parents.2  
 Nearly half (47 percent) of poor parents lack health coverage. Among near-poor parents with 
incomes between 100 percent and 200 percent of FPL, slightly less than one-third (30 percent) 
are uninsured.3 
 
Medicaid coverage of working parents, by income: April 2003 
Source: Center on Budget and Policy Priorities, July 2003. Notes: (1) In Pennsylvania, Utah, and Washington State, this map shows  
income eligibility for uncapped Medicaid, rather than programs with higher income eligibility levels but enrollment caps. (2) In 40 
states, income eligibility levels for non-working parents were lower than for working parents.
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1. By offering increased SCHIP funding, with federal matching rates higher than Medicaid’s, for 
low-income parents of children receiving Medicaid or SCHIP, national policymakers could 
encourage states to cover these parents. Not only would this help parents, Medicaid and SCHIP 
would enroll eligible children who are now uninsured.  More children are covered when their 
parents gain access to the same source of health insurance.4  
Policy  
Design  
Issues 
2. If subsidies reach parents with incomes up to SCHIP levels (200 percent of FPL or higher, in 
most states), policymakers may need to consider new safeguards to prevent these subsidies 
from substituting for current employer-based insurance.  
3. Policymakers taking this approach would also need to decide whether enhanced SCHIP 
matching funds would be limited to parents who are ineligible for Medicaid under current law. 
While such a limit would reduce the spending of new federal dollars on the currently insured, it 
would also disadvantage states that previously extended generous coverage. 
                                                          
* In 2004, the FPL is $15,670 a year for a family of three. 
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LOW-INCOME, CHILDLESS ADULTS 
 More than one-third of all the uninsured (36 percent) have incomes below the federal poverty 
level (FPL).1*  Among these poor uninsured, slightly more than half (51 percent) are childless 
adults.2  
Key  
Facts 
 Among the uninsured with family incomes below 200 percent of FPL, only 13 percent of 
childless adults qualify for public coverage, compared to 34 percent of parents and 84 percent 
of children. Even among the very poor uninsured with incomes below 50 percent of the FPL 
(currently $520 a month for a two-person household), only 25 percent of childless adults have 
access to public coverage, compared to 89 percent of parents and an even higher proportion of 
children.3    
 One key reason for these facts is that federal law prohibits state Medicaid programs from 
covering adults—no matter how poor they are or how hard they work—unless they are 
pregnant, caring for dependent children, severely disabled, or elderly. In January 2004, only 14 
states and D.C. covered such childless adults via waivers of normal federal rules or by using 
their own funds (without any federal match).4 
 Fully 62 percent of childless adults with incomes below poverty are uninsured, as are 46 
percent with incomes between 100 and 200 percent FPL.5 For such adults with incomes above 
200 percent of FPL, fewer than 10 percent lack coverage.6   
 
Uninsured with incomes below poverty, by relationship to children: 2002 
Children, 27%
Parents, 22%
Childless adults, 
51%
 
Source: Urban Institute analysis of March 2003 CPS data, prepared for the Kaiser Commission on Medicaid and the 
Uninsured.7
 
1. Since so many of them are uninsured, poor, childless adults could receive publicly subsidized 
coverage with relatively little danger of either significant losses in employer-based insurance or 
new federal dollars going mostly to the insured. 
Policy  
Design  
Issues 
2. National policymakers could help this population by giving state Medicaid programs the option, 
without any need for federal waivers, to cover all poor adults or households, without regard to 
the presence or absence of dependent children living at home. 
3. To increase states’ incentives to implement such an option, the federal government could raise 
its matching funding level, perhaps in capped amounts, as under the State Children’s Health 
Insurance Program.8  Federal costs could be limited by phasing-in enhanced funding based on 
income, with the poorest uninsured adults receiving coverage first.9  
4. Alternatively, federal policymakers could require Medicaid to cover all poor adults. If 
policymakers pursuing this approach wish to avoid an unfunded mandate on states, the federal 
government would need either to fund all costs of expanded coverage or to directly operate this 
part of Medicaid.10  
                                                          
* In 2004, the FPL is $15,670 a year for a family of three. 
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Committee on Finance. GAO/T-HEHS-00-193. September 6, 2000. http://www.gao.gov/new.items/he00193t.pdf.  
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THE NEAR-ELDERLY 
 Only 13 percent of 55 to 64 year olds were uninsured during 2003, compared to 21.5 percent of 
younger adults.1 
Key  
Facts 
 Although the near-elderly are less likely to be uninsured than are younger adults, once older 
Americans lose coverage, they are much more likely to remain uninsured for extended periods 
of time. Among people who were uninsured at any point from 1996 through 1999, 22 percent of 
adults age 55-64 were uninsured for all four years, compared to 12 percent among the 
uninsured of all ages.2 
 Near-elders’ insurance status varies greatly based on income and retirement. Among 55-64 
year olds with incomes below 200 percent of the federal poverty level (FPL),*  only 16.7 percent 
of retirees are uninsured, compared to 35.2 percent of near-elders who are in the workforce 
(i.e., neither retired nor so ill as to preclude work).† Above 400 percent of FPL, uninsurance 
drops to 0.1 percent among retirees and 3.3 percent among healthy non-retirees.3 
 The consequences of uninsurance are particularly severe with this age group, according to the 
Institute of Medicine.4 One peer-reviewed, controlled study estimated that uninsurance among 
55-64 year olds causes 13,000 premature deaths each year.5  
 During their first two years on Medicare, seniors who were previously uninsured use 30 percent 
more physician care, on average, than do other enrollees, raising annual Medicare costs by 
$600 per previously uninsured senior.6 
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How to read this chart: 55% of 19-24 year olds were uninsured at some point during 1996-1999, and 4% were 
uninsured throughout all of 1996-1999; among 25-34 year olds, 51% were uninsured at some point and 6% were 
uninsured throughout 1996-1999; etc.  Source: Short and Graefe, 2003.7 Calculations by ESRI, July 2004.  
 
1. Older adults without health coverage could benefit from other policies aimed at broader groups 
of uninsured. For example, in several state programs for low-income, childless adults, near-
elders in their 50s and 60s comprise more than a third of all enrollees.8 
Policy  
Design  
Issues 
2. One proposal specific to the near-elderly would let some9 or all “buy into” Medicare, paying 
premiums based on a percentage of average Medicare costs.10 However, many using this 
option could be near-elders who are now covered through the non-group market, rather than 
the uninsured. To have a substantial impact on the uninsured, a Medicare buy-in may need 
significant subsidies for low-income near-elders. 
3. Another approach would provide tax credits for the near-elderly. Issues could arise like those 
affecting a Medicare buy-in, such as targeting the uninsured and providing extra subsidies for 
low income near-elders. This approach would also evoke concerns specific to tax credits, such 
as ensuring that credit recipients have access to coverage that policymakers regard as 
satisfactory. 
                                                          
* In 2004, the FPL is $15,670 a year for a family of three. 
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† Retirement is associated with receipt of employer-based insurance (EBI), often from former 
employers. For example, among near-elders below 200% of FPL, 62% of retirees have EBI, compared 
to 46% of non-retirees healthy enough to work, according to a recent Urban Institute study. 
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YOUNG ADULTS 
 Young adults age 19 through 291 represent 30 percent of uninsured Americans, even though 
they make up only 17 percent of the non-elderly population.2   
Key  
Facts 
 Young adults are the fastest-growing age group among the uninsured, comprising one-third of the 
increase in uninsured from 39 million in 2000 to 43 million in 2002. 
 One important reason young adults are the most likely age group to be uninsured is that parental 
insurance coverage typically ends after high school or college. Among high school graduates not going 
on to college, 51 percent are uninsured; and 38 percent of college graduates are uninsured during part 
of the year following graduation. 
 Another important factor is income. Among the poor, 18 to 24 year olds are slightly more likely to have 
coverage than are somewhat older adults (54 percent coverage for poor, 18-24 year olds versus 52 
percent for poor, 25-44 year olds).3 But 18 to 24 year olds are far more likely to be poor than are even 
slightly older adults (poverty rates of 17 percent for 18-24 year olds versus 11 percent for 25-44 year 
olds).4 Of uninsured 19-29 year olds, 68 percent have incomes under 200 percent of the federal 
poverty level,* and 38 percent live in poverty.  
 To obtain employer-based insurance limited to the worker alone, employees must pay an average of 
$508 a year.5 Nevertheless, despite their lower income, 80 percent of 19-24 year olds who are offered 
employer-based insurance accept it – slightly fewer than the 85 percent who accept such offers among 
workers of all ages.6  
 Young adults are the least expensive age group to insure, with annual per capita costs averaging 
approximately $1,500, compared to $1,750 for children, $2,600 for adults age 30-49, and $5,000 for 
adults age 50-64.  
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Source: U.S. Census Bureau, August 2004.7 Calculations by ESRI, August 2004.   
 
1. Young adults without health coverage may benefit from other policies aimed at larger groups of 
uninsured workers, such as low-income, childless adults.  
2. One option specifically targeting young adults would require private family coverage to include 
dependents through their early 20s, whether or not they attend school. Alternatively, insurers could be 
required simply to offer such coverage as an option for families, as under federal employee insurance 
today.8 Of course, premiums for family coverage would increase if more dependents were included 
through early adulthood. 
Policy  
Design  
Issues 
3. Another approach would give state Medicaid and State Children’s Health Insurance programs the 
option to extend children’s coverage to older teens and some adults in their 20s. Federal funding 
above standard Medicaid matching rates would increase states’ implementation of such an option (but 
boost federal costs).9 
4. A number of states require all college students to be insured, through a health plan offered by the 
school or another source. Federal action could encourage states or colleges elsewhere to impose 
similar requirements.  
5. Including relatively inexpensive, young adults in broader insurance pools could lower average costs 
within pools, potentially reducing premiums and encouraging pool participation by others. 
                                                          
* In 2004, the federal poverty level is $15,670 a year for a family of three. 
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CHILDREN 
 More than half (56 percent) of all uninsured children nationally are eligible for but not enrolled in 
Medicaid or the State Children’s Health Insurance Program (SCHIP).1 
Key  
Facts 
 Among children eligible for Medicaid or SCHIP, 70 percent are enrolled. If 85 percent were 
enrolled, 40 percent fewer children would be uninsured.2 
 More than 69 percent of uninsured, low-income children (most of whom qualify for Medicaid or 
SCHIP) are enrolled in the National School Lunch Program, Food Stamps, the Special 
Supplemental Nutrition Program for Women, Infants, and Children (WIC), or other means-tested 
programs.3 However, because these programs use different eligibility rules than Medicaid and 
SCHIP, the uninsured children they serve usually cannot be enrolled automatically into child 
health programs, even though most qualify. 
 State Medicaid and SCHIP programs can cover children with family incomes up to or even 
above 200 percent of the federal poverty level (FPL);* 38 states plus D.C. provide such 
coverage.4   
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1. To expand coverage of uninsured children, policymakers generally need to increase efforts to 
enroll into SCHIP and Medicaid children who already qualify for coverage, rather than 
expanding eligibility beyond current law.†   
Policy  
Design  
Issues 
2. According to a comprehensive review of take-up studies analyzing a broad range of public and 
private benefits, “it seems clear that automatic enrollment is the best way to increase take-up” 
of children’s SCHIP and Medicaid coverage.5   For example, children receiving other public 
benefits6 or attending school could be enrolled automatically into health coverage, unless their 
parents objected. 
3. Under a different approach, low-income parents of SCHIP- or Medicaid-eligible children could 
be offered SCHIP and Medicaid, which would increase their children’s enrollment.7 
                                                          
* In 2004, the FPL is $15,670 a year for a family of three. 
ESRI Fact Sheet 
† One important exception to this general rule involves immigrant children, many of whom are denied 
federal matching funds for Medicaid or SCHIP coverage.  
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IMMIGRANTS  
 Each year from 2000 through 2003, 21 percent of the uninsured were non-citizens. Nearly half 
(45 percent) of non-citizens lack health coverage,1 primarily because many work at jobs that do 
not offer health insurance.2 
Key  
Facts 
 Among all foreign-born residents, 30 percent are naturalized citizens, 26 percent are 
undocumented immigrants, and 44 percent are non-citizens who live here legally.3  
 Most uninsured non-citizens are legal residents. Among uninsured non-citizens who have lived 
in the U.S. for five years or less, 29 percent are undocumented.4 
 Although emergency services are covered regardless of immigration status, welfare reform 
legislation enacted in 1996 ended federal funding for non-emergency Medicaid and SCHIP 
provided to legal immigrants during their first five years in the country.5 Roughly 150,000 
parents and children are uninsured because of the five-year ban.6  
 In one exception to the ban, SCHIP funds can be used for undocumented women’s prenatal 
care, which HHS classifies as coverage to unborn children.7 By November 2003, 6 states 
implemented this option.8 Moreover, as of May 2004, 21 states used their own dollars to cover 
some non-citizens ineligible for federal matching funds.9  
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Source: U.S. Census Bureau, August 26, 2004.10 Calculations by ESRI, August 2004.  
 
1. National policymakers could increase states’ flexibility to use federal matching funds in covering 
otherwise eligible individuals whose immigration status currently disqualifies them from 
Medicaid or SCHIP. For example, states could receive the option to insure otherwise eligible 
legal residents during their first five years in the U.S.  
Policy  
Design  
Issues 
2. While increasing coverage among uninsured immigrants and their family members, such 
policies would also provide fiscal relief to states that now cover immigrant residents using state-
only dollars. As a result, the federal government, which is partially responsible for immigrants’ 
presence in the U.S., would pay more of their health costs.   
3. Policies focused on immigrants can also affect citizens, as many families include both. Among 
the children of non-citizen parents, 72 percent are U.S. citizens,11 including two-thirds (65 
percent) of the children of undocumented immigrants.12 More than a quarter of uninsured, non-
citizen children have a brother or sister who is a U.S. citizen.13 
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4. While some controversial questions may face policymakers who consider expanding health 
coverage to uninsured immigrants, it seems highly unlikely that increased health coverage 
would boost immigration substantially. Between 1995 and 2000, the number of immigrant 
families with children grew four times faster in states with the least generous benefits for 
immigrants than in states with more generous safety nets.14 
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